• SUMMARY: The clinical experience of an Army Surgeon in a Military Hospital in East Nepal is discussed. The truly • general nature of the work load is highlighted and the need for abroad based general training in surgery for such a task is well illustrated. A high degree of inter-disciplinary co-operation was experienced and was indeed essential for good clinical practice. The health problems of a developing country are glimpsed. The severe limitations imposed on clinical practice as a consequence of limited facilities are particularly noteworthy.
hill region where recruitment of Gurkha soldiers takes • place twice yearly, it is well placed to provide medical • care for them and for ex-soldiers, pensioners and their families on their return home following military service. Nevertheless some of these families are still many days', and in some cases, up to 2 weeks', walk from the hospital. ,
The hospital, purpose-built and modern, has 70 beds, 10 cots, 5 maternity beds and 20 hostel spaces. Medical care is provided for local British Servicemen and their families, British Gurkha Servicemen and pensioners. Large numbers of local people are also cared for when • beds and resources allow. In addition, the hospital has become a reference centre for doctors and nurses employed in the region who work for such diverse agencies as the Overseas Development Agency, the Save The Children Fund and the Britain Nepal Medical
• •
Trust.
Background BMH Dharan owes its existence to the Brigade of Gurkhas, an integral unit of the British Army. The Brigade traces its origins to 1815 when the first • Regiments were raised following a series of wars between Great Britain and Nepal. 
Facilities and Staffing
The hospital has male and female wards for urgent medical and surgical problems which include osteomyelitis, neglected burns, TB in its many forms, untreated injuries (often with associated compound fractures) and patients with malignant disease. A small children's ward is attached to the female ward and has 10 cots. A 5 bay maternity unit is also maintained. A pulmonary tuberculosis ward and a minimal care ward are available for patients on long term treatment for chronic conditions. A Medical Dharmasla or Hostel is situated in the cantonment grounds providing food and shelter for patients on long term treatment, but who are mobile and capable of self care.
A modern operating theatre with 2 tables is in use. A laboratory, X-ray department and Dispensary are run by senior technicians RAMC. X-ray reporting is the responsibility of individual clinicians, the RAMC radiographer providing a screening and ultrasound service. A well equipped Dental department is maintained by a locally employed dental technician supported, twice yearly, by visits from service dentists from Hong Kong. A REME section provides an electromedical service and also runs a very efficient limb fitting service using local resources and artificial limbs discarded by the DHSS(UK).
Medical, Surgical, TB, Fracture and Antenatal clinics are held in a large outpatient department. Two general practitioners run a "Villagers' Clinic" for non-entitled local people, which, with hundreds of people attending, is one of the highlights of the hospital's day.
Senior With no equivalent facility in the region, great demands are placed on the hospital. A local regional hospital exists but it was poorly staffed, and conditions there were described by an eminent British Surgeon during a visit in 1982, as mindful of Scutari before Florence Nightingale
•
The wards and outpatients of BMH Dharan were crowded with patients, and the extent and severity of their diseases evoked images of the wards of London teaching hospitals in the nineteenth century. Sitting in outpatients clinics was like opening the pages of an ancient textbook of pathology.
Many patients presented with florid and untreated disease -neglected burns, complex fractures, TB and pyogenic osteomyelitis, disseminated malignancies and untreated congenital malformations. Patients trekked for days and sometimes weeks to seek treatment. Some were beyond help, but all presented surgical challenges.
Crisis management was routine. The working week started with an early morning ward round to clear beds. This was followed by a surgical clinic lasting all day. Referral to this clinic was from Medical Officer Assistants who had earlier sorted potential patients in a . "vetting area" close to the hospital entrance. This was, in effect "triage", and was essential to the smooth running of the hospitae. Referral was also from hospital colleagues and from medical workers in the hills working for the Save the Children Fund, Britain Nepal Medical Trust and the Overseas Development Agency.
Clinic size varied with between 60 and 80 new patients presenting, of whom most required urgent treatment. From these Monday clinics, an operating list was compiled. It will be appreciated that clerking and preoperative investigations had to be kept to a minimum. Blood for transfusion was available only if relatives donated, and most were unwilling to do so. The operating list for the following day, Tuesday, was partly planned but had to be flexible in that additions were • invariably made as the day progressed. Wednesday was reserved for post-operative follow up, X ray reporting and administration. Thursday and Friday were a repetition of Monday and Tuesday, and Saturday was set aside for a combined teaching round involving all • hospital staff and visiting doctors and nurses from the Save The Children Fund, Britain Nepal Medical Trust and other agencies.
The case load was in part related to what individuals and available resources could bear. Inevitably follow up was haphazard. It is not surprising that these aspects • affected the type and number of patients selected for admission and treatment.
During the author's tenure from October 1985 to November 1986, 3899 patients were seen in clinics. From this group, 1426 patients were operated on, either as • inpatients or outpatients.
•
Analysis of Case Load
The lack of national medical and health statistics make discussion on disease prevalence impossible. The national incidence for individual diseases can only be : guessed. The case load was very general and all specialities were represented.
Orthopaedic and trauma problems could have filled all available beds continuously (Table 1) . Rigid selection of cases to avoid long term bed occupancy was practised, • and patients with an antitipated quick good result were preferred. Gross osteomyelitis of multiple sites was a constant problem with regard to management and length of stay. A conservative approach was adopted and only ill children with an acute exacerbation of their • disease were admitted (Fig 1) . On the other hand, closed • and operative treatment of paediatric fractures, and operative management of congenital abnormalities such as talipes was much practised, and proved very rewarding (Fig 2) .
The abdominal cases were varied and differed from • British practice in many respects (Table 2) . In East Nepal, large bowel malignancy appeared to be very rare, only a handful of cases presenting to the hospital in the year under discussion. Abdominal tuberculosis, usually presenting with ascites and incipient obstruction, was I common, but settled on conservative measures, and such cases were managed by the physicians. The high incidence of biliary disease in the practice was noteworthy. Invariably the disease affected obese pensioners' wives and was probably related to their relatively affluent lifestyle. Hepatic and renal hydatid • disease was encountered frequently. One nonchalant individual was noticed in clinic as he casually winkled a daughter cyst from his external urinary meatus. He later tried to present us with a matchbox full of daughter cysts! Duodenal ulcer disease was rare, our only perforation presenting in a European woman who , arrived in a very ill state 24 hours after onset. Gastric ulcers and gastric ca nce rs were common and were picked lip at most endoscopy sessions. This service was provided by both physician and surgeo n on different days, makin g it virtually avail able on dema nd . This high incidence of positive findin gs was unu sual and will be lhe subject of a future paper by both guest. Protected by copyright.
on September 16, 2019 by http://jramc.bmj.com/ Table 2 Operations -Abdominal Wan and Gastro-Enterology clinicians. Endoscopy was practised without sedation and was well tolerated. This approach was not the result of callousness but of necessity; the patients required their full senses to trek to their homes, often a hazardous undertaking. Urological practice (Table 3) was remarkable for the number of children presenting with bladder stones, often large and multiple. The eliciting of a history of strangury with relief on lying down was invariably diagnostic and was recognised by local people. The relative absence of an older age group affected our practice, and very few patients presented with prostatic disease. Urethral strictures were common, usually presenting with retention. Most responded to regular urethral dilatation. We noted that many traditional healers practised this art and, indeed, many other procedures which brought us into conflict with them from time to time Skin and soft tissue conditions formed a significant group (Table 4) . Abscesses, particularly common during r • • • the summer monsoon, were unusual by virtue of size, • mUltiplicity of sites and amounts of pus drained, up to 500 ml being common. Tropical pyomyositis, rarely seen in Western practice, accounted for 30% of all abscesses; the condition used to be difficult to diagnose as the pus was deep to the deep fascia, but ultrasound has revolutionised the diagnosis and was highly accurate in , localising pus. Breast abscesses in lactating mothers often presented very late with total destruction of breast tissue and causing serious social consequences amongst a population dependent upon breast feeding. Living conditions resulted in frequent and severe burns and • scalds to children, usually presenting late with hideous deformity. An almost universal keloid tendency added to their misery and made management difficult and prolonged.
The surgery of cleft lip ~md palate was particularly rewarding (Fig 3) . The hospital has gained a reputation .:-over the last 25 years as a centre for the repair of these guest. Protected by copyright. Total 137 Table 4 Operations -Skin, Soft Tissue and Plastic Surgery for hard palate defects. It is sad to relate that most palate defects did not present until late childhood by which time nasal speech and recurrent ear infection were well established. Nevertheless repair of these defects has provided immense satisfaction to many surgeons and patients over the years. One of the commonest procedures performed at Dharan was split skin grafting. A meshing device was essential due to the extent of many of the defects caused guest. Protected by copyright. bv burns and serious trauma. Skin cancers were n~te\Vorthy by virtue of their extent (Fig 4) . Almost all were squamous cell carinomas and responded well to wide excision and grafting. Carcinoma of breast was unusual in that only 3 cases were seen, a ll presented late with chest wall involvement and in great distress. It would be interesting to know the true incidence of this disease in Nepal.
Obstetrics and Gynaecology. not usually the domain of the general surgeon, provided some interesting (Table 5) . Ovarian cystectomy differed from normal practice ' by virtue of cyst size-lO-• 15 kg on average (Fig 5) . Complex gynaecological proble ms were held over for review by the visiting obstetrician and gynaecologist on his twice yearly visits.
Thoracic problems presenting to the surgeon were few and usually involved bronchosl:0py and biopsy (Table •  6 ). Late disease -TB or carcinoma or both -was the • usual finding. Carcinoma of the oesophagus presented difficulties. Three oesophagectomies were carried out but proved very costly and time consuming and involved too many nursing staff in the immediate postoperative period.
• Colloid goitre was endemic, but few patients presented, most tolerating their often huge goitres with equanimity. The local heli ef that goitres contained gold may also have had some effect on attendance. Those patients who did present for thyroid surgery had symptomatic multinodular goitres or other tumours , including an enormous undifferentiated tumour of neuroendocrin e origin. Only 2 parotidectomies were carried out; these were for a pleomorphic adenoma in a 12 year old girl, and an acinolls cell tumour in an old man (Table 7) . , Ear, nose , throat and oral surgery , and unclassified operatio ns are listed in Tables 8 and 9 respectively. Carcinoma of tongue and nasopharynx generally presented late with thc patient distressed and beyond help ; opiates were administered liberally. Entitled .
• pensioners were referred to the North Indian University .... Medical School at Patna , 100 miles south of Dharan , for guest. Protected by copyright.
• One elderly man presented with an upper limb replaced by a malignant histiocytoma. A 7 year old boy was seen with an enormous tumour invading his scalp and eroding his skull vault at numerous sites, subsequently histology revealing a diagnosis of Histicytosis X. A one year old baby present in extremis having virtually exsanguinated from an infantile fibrosarcoma replacing his hand. Cavernous sinus thrombosis was seen in a young woman who recovered after a very stormy course (Fig 6) . wide-ranging clinical problems and unique experience • but this was tempered by limited resources. It was tempting to treat children in preference to other groups. They were numerous, and a delight to treat, and they tolerated surgery well, mobilised quickly and allowed a .. very rapid turnover. Table 8 Operations -Ear, Nose, Throat and Oral Surgery when not involved in theatre, acts as doctor to the hospital and cantonment staff and their families. Both were also adept at surgery and, during busy periods, gave invaluable help by treating many patients on the operating list.
In conclusion, any surgeon with a Nepal tour in prospect would be well advised to acquaint himself with those areas of clinical surgery not usually dealt with by a general surgeon in Western practice, including gynaecology, obstetrics, general orthopaedics and the surgery of cleft lip and palate.
